
 

 

 
 
 

 

 

 

Patient Current Medication List 
 

__________________________________________________________________________________________ 
Patient Name          Date 
 
Allergies: __________________________________________________________________________________ 
 
Primary Care Physician:_______________________________________________________________________ 

 
 

 

Medication Dose Frequency Reason for Medication 
    

    

    

    

    

    

    

    

    

    

    

    

    

 
 

*If you are taking additional medications, please list them on the back of this form. 
 

 


